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that sparing the clavicle does not reserve that much 
pourparler. 
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Fig. 1. A 52-year-old man operated on 24 months ago by 
an anterior transcervical nd median posterior approach 
for a left bronchogenic tumor invading the intervertebral 
foramen. Note the perfect shoulder mobility even after 
resection of the clavicle and spinal fixation. 
nerve, because this and not the resection of the clavicle by 
itself causes winging of the scapula. 
3. As to whether sparing the clavicle is worthwhile, 
our surgical philosophy concerning this subject (includ- 
ing its mode of reconstruction) was extensively detailed 
in the August 1996 issue of this Journal. Perseverare 
diabolicum. 
4. Concerning the remarks as to whether the resection 
of the clavicle by itself can result in a cosmetic and 
functional compromise, we enclose a photograph of a 
52-year-old patient whose bronchogenic tumor invaded 
the intervertebral foramen; he had a hemivertebrectomy 
(T1, T2, T3) through a combined anterior transcervical 
and posterior midline approach and resection of the 
clavicle without reconstruction. It does not appear to him 
or to us that he is cosmetically compromised (Fig. 1). This 
observation was the general rule among our study popu- 
lation. 
For these aforementioned reasons, we strongly believe 
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To the Editor." 
In the September issue of this Journal, Mousseaux 
and colleagues 1 present an elegant demonstration of 
the efficiency of computed tomography in demonstrat- 
ing the anomalous course of coronary arteries arising 
from an inappropriate aortic sinus or from another 
coronary artery. Their technique also provides, I would 
suggest, an outstanding opportunity to hone our knowl- 
edge of cardiac morphology. Thus they argue that their 
Fig. 2 shows the left coronary artery crossing the "upper 
part of interventricular septum." In that the interven- 
tricular septum separates he cavities of the right and 
left ventricles, and in that the cavity of the left ventricle 
is not seen in these sections, it seems to me that their 
interpretation is an anatomic impossibility. If the artery 
does, indeed, possess an intramyocardial segment, then 
surely it must be within the free-standing parietal wall 
of the right ventricle, which forms the subpulmonary 
infundibulum. 
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Reply to the Editor." 
We appreciate Anderson's interest in our study 1 and 
are happy to clarify the anatomic point concerning the 
passage of an abnormal left main coronary artery 
(LMCA) originating from the first segment of the right 
coronary artery. 
In our study, we showed that in patients with the LMCA 
arising from the right aortic sinus, electron beam com- 
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puted tomography (EBCT) was able to show three differ- 
ent courses of the artery to the left side of the heart with 
respect o the aorta and pulmonary trunk. Thus EBCT 
detected the passage of the artery between the aorta and 
the pulmonary trunk, the passage of the LMCA well in 
front of the pulmonary trunk, and the intramyocardial 
tunneling of the LMCA "within the septum" before its 
bifurcation into the left anterior descending and circum- 
flex arteries, as was previously described, in particular by 
Roberts and associates. 2 
As the term "septum" applies to the separation between 
two cavities, we agree that the subpulmonary infundibu- 
lum, above the interventricular septum and close to the 
anterior wall of the aorta, is the most appropriate t rm to 
localize the LMCA intramyocardial passage. 
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